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Abstract

To better understand the extent that empirically supported and promising substance abuse treatment
approaches are implemented in community settings, treatment providers were surveyed regarding
their perceptions and use of several psychosocial and pharmacological treatment interventions.
Program directors (n=30) and staff members (n=331) from diverse community settings rated the
effectiveness and extent of use of various treatment interventions, and provided information on
program and workforce characteristics via self-administered questionnaires. On average, program
directors and staff rated the psychosocial treatment interventions as effective, with the exception of
vouchers/motivational incentives. About half of the treatment providers did not know the
effectiveness of certain pharmacological treatments, including buprenorphine and naltrexone.
Respondents from the majority of programs (55%-80%) reported using Motivational Enhancement
Therapy, Community Reinforcement Approach, and Supportive Expressive Psychotherapy. The
extent that programs used several of the treatment interventions was related to organizational training
and information resources. The study findings provide important information regarding training and
research dissemination efforts.

Keywords
Substance use disorders; Treatment workforce; Evidence-based treatment

1. Introduction

The adoption and implementation of empirically supported substance abuse treatment
interventions in community settings continues to be an important topic of concern. Treatment
providers are challenged to evaluate a wide array of interventions with varying levels of
empirical support in order to select the best available technology to incorporate into clinical
care. Programs are further tasked with determining whether the conditions and populations
with which an innovation has been found to be effective are sufficiently comparable to justify
use of the innovation in their setting (Brown, 2000).

Although many substance abuse and mental health interventions have been shown to be both
clinically efficacious and cost-effective, they are often not widely adopted, and not sustained
beyond the period of external funding (Roy-Byrne et al., 2003). Challenges of implementing
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evidence-based practices in community settings have been described (Miller, Zweben, &
Johnson, 2005; Lamb, Greenlick & McCarty, 1998; Rawson, Marinelli-Casey, & Ling,
2002), and several studies have examined the relationship of organizational and workforce
characteristics and the use of evidence-based practices (Fuller, Rieckmann, McCarty, Smith,
& Levine, 2005; Knudsen, Roman, Ducharme, & Johnson, 2005). Further study of providers’
perspectives and experiences with a variety of treatment interventions are needed, particularly
in relation to program and workforce characteristics. This knowledge will help to develop
implementation strategies that take into account the intuitive appeal of various treatment
approaches as well as training-related factors that facilitate the use of empirically supported
treatment approaches. Treatment providers are key stakeholders and critical partners in the
diffusion of new practices, and they exercise an important influence over the care that is
provided (Sullivan et al., 2005). The present study examined treatment providers’ perspectives
on the effectiveness of empirically supported and promising treatment interventions, and the
extent these interventions are used in relation to programs’ training and information resources.
By understanding how programs that use empirically supported interventions acquire treatment
information, areas for improving staff training and research dissemination efforts can be
identified.

1.1. Practitioner perspectives on treatment effectiveness

To better understand addiction treatment providers’ attitudes and beliefs about various
treatment innovations, several studies have investigated the extent to which behavioral and
pharmacological treatment approaches are viewed as effective in community-based programs.
For example, Forman et al (2001) found that most treatment providers supported the increased
use of research-based innovations and 12-step treatment approaches, however fewer providers
endorsed the use of naltrexone and methadone. Another study found that treatment providers
perceived 12-Step Facilitation and Motivational Interviewing as more effective than
Contingency Management, Behavior Couples Therapy, and specific pharmacological
treatments (McGovern, Fox, Xie, & Drake, 2004). Moreover, specific characteristics of the
treatment workforce have been found to be associated with positive attitudes toward evidence-
based practices. Aarons (2004) surveyed mental health program managers and clinicians
regarding attitudes toward evidence-based practices, and found higher levels of staff education
and tenure were associated with more positive attitudes toward manualized therapies and
research based interventions.

It is important to understand treatment providers’ perspectives about the effectiveness of
innovations, as studies have shown clinicians’ beliefs and expectations influence the extent
that interventions are used. For example, nurses with higher outcome expectations toward a
smoking cessation intervention spent more time counseling their patients about quitting than
nurses with lower expectations (Borrelli et al., 2001). Similarly, Obert et al (2005) conducted
a study in which a manualized treatment was introduced into a community treatment setting,
and found that getting buy-in from personnel at all levels of the organization is critical before
attempting to implement new substance abuse treatment practices.

1.2. Workforce characteristics related to use of treatment innovations

In addition to practitioner attitudes and beliefs, program and workforce characteristics have
been found to affect the extent that innovative treatment techniques are implemented in
community based programs. A study of substance abuse treatment in the Veterans
Administration investigated attitudes and familiarity with evidence-based practices, and
concluded that although treatment providers identified several treatments (e.g., smoking
cessation treatment, naltrexone, and methadone dosing >60 mg/day) as having a strong
evidence base, these treatments were not widely implemented (Willenbring et al., 2004).
Program leaders commonly reported the lack of belief in their usefulness was a somewhat
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important barrier, while the lack of administrative support, time, and staff knowledge were
more commonly perceived as significant obstacles to implementation.

A large-scale study of privately funded substance abuse treatment centers found that
“environmental scanning” (i.e., seeking out treatment information from publications,
participation in professional development, and other sources) was related to organizational use
of a greater number of treatment innovations (Knudsen & Roman, 2004). In contrast, a study
of community treatment providers found that although clinicians reported frequently using
treatment innovations, including cognitive-behavioral therapy, 12-step approaches, and
techniques consistent with a motivational interviewing approach, most reported having no or
minimal formal workshop training, and infrequently using therapy manuals in clinical practice
(Ball et al., 2002).

1.3. Empirically supported substance abuse treatment approaches

McGovern & Carroll (2003) described the “hierarchy of evidence” for various substance abuse
treatment interventions including pharmacological (e.g., buprenorphine, disulfiram,
methadone, naltrexone) and behavioral treatments (e.g., Contingency Management,
Motivational Enhancement Therapy, Supportive-Expressive psychotherapy), categorizing
these treatment approaches as “empirically validated” and “probably efficacious.” Miller &
Wilbourne (2002) evaluated the efficacy and methodological quality of 361 controlled clinical
trials for treatment of alcohol use disorders and found the treatment approaches with the
strongest evidence for efficacy included brief interventions, Motivational Enhancement,
Community Reinforcement Approach, and the medications naltrexone and acamprosate.

Chambless & Ollendick (2001) categorized the level of empirical evidence for psychological
treatment practices for substance use disorders and other conditions (e.g., anxiety, depressive
disorders). They found that studies were generally in agreement about the extent of evidence
for treatment practices for some conditions, but there was less agreement for the treatment
practices for chemical dependency. For example, the authors were unable to determine whether
Community Reinforcement Approach and Motivational Interviewing met the criteria for
category 1 (well-established/efficacious) or category 2 (probably efficacious) treatment
approaches. These findings suggest there is some degree of uncertainty in determining which
innovations are considered empirically validated.

Regarding pharmacotherapies, methadone, buprenorphine, disulfiram and naltrexone have
undergone rigorous experimental designs and adherence protocols, and are considered Phase
IV pharmacotherapeutic interventions by the United States Food and Drug Administration
Center for Evaluation and Research (McGovern & Carroll, 2003). In addition, NIDA (1999)
has identified agonist maintenance therapy as a specific research-based component of treatment
for opiate dependent individuals. Studies have documented the effectiveness of disulfiram and
naltrexone for the treatment of alcohol dependence (Miller & Wilbourne, 2002; Rosenthal,
2006; Anton et al., 2006), and methadone and buprenorphine for opiate dependence
(McGovern & Carroll. 2003; Vocci, Acri, & Elkashef, 2005).

1.4. The present study

The present study, the Practice and Research Collaborative (PARC), examined treatment
providers’ perspectives of the effectiveness of empirically supported treatment interventions,
and the impact of training-related factors on the use of these interventions. Programs’ training
resources and staff education were examined, as formal and ongoing training in substance
abuse treatment has been identified as an important part of the transfer of evidence-based
approaches into widespread practice (Simpson, 2002; Walters, Matson, Baer, & Ziedonis,
2005). Based on previous findings in which programs that engaged in environmental scanning
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used more treatment innovations (Knudsen & Roman, 2004), this study hypothesized that
programs able to acquire treatment information from resources outside of their programs (e.g.,
journals, conferences, professional associations) would be more likely to use empirically
supported treatment interventions to a greater extent. In addition, use of these interventions
was hypothesized to be positively associated with staff education and programs’ training
resources.

2. Methods

Program directors, counselors and clinical staff from diverse program settings in California
were surveyed regarding the effectiveness and use of psychosocial treatment approaches that
the National Institute on Drug Abuse (1999) has identified as scientifically based. These
interventions include Motivational Enhancement Therapy, Supportive Expressive
Psychotherapy, Community Reinforcement Approach, Matrix model, and Voucher-based
reinforcement therapy. Treatment providers were also surveyed regarding several empirically
supported pharmacological interventions, including methadone, buprenorphine, disulfiram and
naltrexone. In addition, respondents provided information related to program and workforce
characteristics.

2.1. Program Director and Workforce Survey Procedures and Sampling

A total of 32 program directors who oversee 43 treatment sites (28 outpatient, 10 residential,
and 5 mixed modality) in 13 counties that participated in the California Treatment Outcome
Project (CalTOP)2 were asked to complete self-administered questionnaires. The CalTOP was
a multi-site and multi-county prospective study conducted to develop, implement, and pilot
test an automated outcome monitoring system for the statewide alcohol and other drug system
of care. The programs cover a wide geographic area throughout northern, central and southern
regions of California, and include both urban and rural settings in economically and
demographically diverse communities. In the present study, program directors were contacted
by telephone, provided with a description of the study, and asked to complete the Program
Director surveys.

Program directors then provided a list of all program staff members who had direct contact
with clients, and each staff member was asked to complete the Workforce survey. Program
Director and Workforce surveys were mailed to directors and staff members at their programs.
Study procedures were approved by the University of California, Los Angeles Institutional
Review Board. The surveys were collected between January and September 2004.

Program Director Survey Participants—A total of 30 program directors (94%) who
managed 41 treatment sites returned completed survey questionnaires; one director declined
to participate, and one provided a list of program staff members but did not complete the
Program Director survey. The questionnaire took approximately one hour to complete and
respondents received $100 for their participation if their counties/programs allowed payment.

Among program directors (n=30), 50% reported their highest level of education was an
associate degree or some college; 10% had a Bachelor’s degree, 27% had a Master’s degree,
and 13% had a doctoral or other professional degree. On average, program directors had worked
in the field of substance abuse treatment for 13.9 years (SD=6.8), and had been in their current
positions for 6.6 years (SD=4.8); 53% were in their current position for less than five years,
and 17% were in their current positions for one year or less. About two-thirds (63%) were

8Evans & Hser (2004) provide a detailed description of the treatment programs that participated in CalTOP and subsequently the PARC

surveys.
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women; 61 % were White (non-Latino), 7% African American (non-Latino), and 16% Latino.
The average age of program directors was 47.9 (SD=8.0).

Workforce Survey Participants—A total of 366 staff members who had direct client
contact (i.e., management staff, clinical supervisors, counselors, case managers, aides, medical
staff, receptionists, interns, volunteers) were invited to complete the staff survey. Ninety
percent of program staff (n=331) representing 31 programs (42 separate treatment sites)
returned completed survey questionnaires; eight declined to participate and 27 did not respond
to the questionnaire. The questionnaire took approximately 30 minutes to complete and
respondents received $25 for their participation if their counties/programs allowed payment.
Responses from staff members who reported their primary role as administrative support or
clerical (e.g., office manager, receptionist, data entry worker; n=37) were excluded from the
present analyses, as they may not have had knowledge of, or experience with the treatments
identified in the survey. Thus, analyses of the Workforce survey included responses from a
sample of 294 program staff members.

Among program staff (n=294), 85% reported that they provide counseling to clients and/or
supervise counselors. Over three-fourths of program staff (78%) reported being counselors,
case managers or in related positions (e.g., recovery specialist, behavioral health specialist);
9% were clinical supervisors or program managers; 6% were nurses; 1% were physicians; and
6% reported being in other positions (e.g., intern, counselor aide, house manager). Eight percent
reported having a high school diploma or fewer years of education; 58% had an associate degree
or completed some college; 19% had Bachelor’s degrees, 14% had Master’s degrees, and 2%
had doctoral or other professional degrees. On average, program staff had worked in the field
of substance abuse treatment for 7.8 years (SD=6.2), and had been in their current positions
for 4.4 years (SD=4.7); 71% were in their current position for less than five years, and 23%
were in their current positions for one year or less. Over two-thirds (70%) reported being in
recovery; 60% were women; 60% were White (non-Latino), 13% were African American (non-
Latino), 17% were Latino, and 10% reported being multiracial or other racial background. The
average age of program staff was 48.0 (SD=9.5).

2.2. Survey measures

2.2.1. Treatment effectiveness and extent of use of interventions—Program
Director and Workforce survey measures relevant to the present paper included survey items
from the University of Georgia National Treatment Center Study (NTCS) pertaining to
provider perspectives about the effectiveness and extent of use of psychosocial and
pharmacological treatment approaches (Knudsen, Johnson, Roman, & Oser, 2003). Program
Directors and staff members were asked to indicate the extent that they considered the following
treatment interventions to be effective, based on their knowledge of, and personal experience
with each approach: Motivational Enhancement Therapy (MET), Solution-Focused
Therapyb (SFT), Community Reinforcement Approach (CRA), Supportive Expressive
Psychotherapy (SEP), Matrix model, motivational incentives/vouchers, and medications
including methadone, disulfiram, naltrexone and buprenorphine. Respondents were also asked
to rate the extent to which each of these treatment interventions was used at their programs.
Treatment effectiveness ratings ranged from 1 to 5, with 1 = not at all effective and 5 = very
effective; ratings of the extent of use ranged from 1 = never used to 5 = always used when
clinically indicated. Respondents were also given the option to select “don’t know” regarding
the effectiveness and extent of use of each treatment.

bin addition to psychosocial treatment approaches listed in the NTCS survey, the PARC surveys included Solution-Focused Therapy
(SFT). During pilot testing of the PARC surveys, program director and staff respondents indicated that SFT was effective and commonly
used for the treatment of substance abuse problems.
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2.2.2. Training resources—Training resources were assessed using a six-item training
resources scale adapted from the Texas Christian University Organizational Readiness for
Change (ORC) survey (Lehman, Greener, & Simpson, 2002). The scale assessed staff
members’ perceptions of their programs’ support for counselor training and development, i.e.,
whether continuing education and attending professional conferences are priorities, and are
funded by the program. Additionally, the scale assessed staff members’ satisfaction with the
training opportunities available in the past year, and whether clinical staff members at the
program are well trained. Responses to each question ranged from 1=strongly disagree to
5=strongly agree. Cronbach’s alpha was .72.

2.2.3.Information resources—The survey included items pertaining to the extent to which
program staff acquire information about new treatment techniques from various resources (i.e.,
journals and professional publications; conferences, courses and seminars; membership in
professional provider associations; conversations with members of other treatment
organizations; conversations with county or state staff; and conversations with research
entities). Each specific source of information was rated on a scale of 0-5 (0 indicated the
information source was not used, and 5 indicated the information source was used to great
extent). Knudsen & Roman (2004) summarized these information resources into a single
measure of “environmental scanning.” Similarly, in the present analyses a summary variable
was created in which each respondent’s scores on the six items were summed for an overall
information resources score ranging from 0 to 30.

2.4. Data Analyses

3. Results

We conducted descriptive statistics (means or percent) on ratings of treatment effectiveness
by program directors and staff. Spearman correlation analyses were conducted to examine the
bivariate association between programs’ use of empirically supported treatment interventions
and training resources, staff education, and extent programs acquire treatment information from
resources outside of their programs. Multiple regression analyses further assessed the extent
of use of treatment interventions in relation to these factors simultaneously (programs’ training
resources, staff education and information resources). The perceived effectiveness ratings of
each intervention were also included in each model (e.g., the effectiveness ratings of MET
were included in the model predicting the extent of use of MET). The parameter estimates
reported are unstandardized beta coefficients. Unless otherwise indicated, the significance
level (two-tailed) was set at p<.05.

3.1. Perspectives on effectiveness of treatment interventions

On average, program directors and staff rated the psychosocial treatment interventions as
somewhat effective (between 3.0 and 3.6 on a 5-point scale), with the exception of vouchers/
motivational incentives (Table 1). The mean ratings of effectiveness of the pharmacotherapies
were between 2.3 and 2.9 on the 5-point scale. Multivariate analyses of variance were
conducted to examine whether staff and director ratings differed for the psychosocial treatment
interventions overall and pharmacological interventions overall; no significant differences
were observed for the psychosocial interventions (Wilks” A = .88, F(6, 90) = 2.11, p=.07) or
for the pharmacological interventions (Wilks” A = .93, F(4, 120) = 2.36, p=.07). Many staff
respondents and directors did not know the effectiveness of the Matrix model and several
pharmacological treatments, including buprenorphine or naltrexone. Uncorrected chi-square
tests indicated that the percentages of program staff who reported not knowing the effectiveness
of the treatment interventions did not differed from the percentages reported by program
directors.
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3.2. Program use of treatment interventions

The treatment interventions rated as effective (i.e., MET, SFT, CRA and SEP) were also most
commonly used; between 53% and 80% of programs used these interventions (Figure 1). The
Matrix model was among the higher rated treatments in terms of effectiveness, but was not
commonly used, although most of the programs that used this approach used it frequently or
always when clinically indicated (as compared to never or occasionally). Although the majority
of programs used MET, SFT, CRA and SEP, half or more of the programs used these
approaches rarely or occasionally. Most staff (76-92%) and program directors (90-100%)
rated the extent of use of the treatment interventions rather than selecting the “don’t know”
option (data not shown).

3.3. Staff training, education and information resources

Statistically significant positive correlations were observed between the extent of training
resources and use of several treatment interventions, i.e., MET, CRA, Matrix model,
buprenorphine and naltrexone. Fewer significant correlations were observed between staff
education and extent of intervention use. Greater use of information resources was significantly
related to the extent that MET, SEP, Matrix model, methadone, disulfiram and naltrexone were
used (Table 2).

3.4. Multivariate analyses

Table 3 presents results of regression analyses examining the extent of use of psychosocial and
pharmacological treatment interventions, in relation to perceived effectiveness of each
intervention, and training resources, staff education, and information resources. Perceived
effectiveness of each treatment significantly predicted greater use of the treatment. In general,
more training resources predicted greater use of the psychosocial interventions, but not the use
of the pharmacotherapies. Higher staff education was associated with greater use of SEP.
Programs’ information resources were significantly related to the use of MET, Matrix model,
methadone and disulfiram.

4. Discussion

This study examined treatment providers’ perspectives on specific substance abuse treatment
interventions, the extent these interventions were used in community based programs, and
whether training-related factors were associated with use of specific interventions. Similar to
previous findings (Roy-Byrne et al., 2003; Willenbring, et al, 2004), most of the empirically
supported psychosocial treatment approaches were perceived to be efficacious. However, these
approaches were not routinely used in many community-based programs in California.
Program directors’ effectiveness ratings did not differ significantly from staff ratings, nor did
the percentages of directors and staff who reported they did not know the effectiveness of the
interventions. The high rates of treatment providers who did not know the effectiveness of
many of the interventions suggest personnel at all levels of the organization (e.g., directors,
managers, counselors) may need to increase their exposure to empirically supported
approaches, so that these approaches can be further integrated into community based programs.
Increased efforts of researchers and policy makers toward wider dissemination of treatment
information, presented in a way that is user friendly and tailored to the audience is an important
initial step in the innovation diffusion process (Rogers, 1995).

A large proportion of both program directors and staff reported not knowing the effectiveness
of several of the medications, and the mean effectiveness ratings were generally lower than
the ratings for the psychosocial interventions. While four of the six psychosocial interventions
were used in more than half of the programs, only one-third of the programs used any of the
pharmacotherapies examined in this study. This finding follows the same trend found in
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Willenbring, et al (2004), in which 61% of program leaders reported a high level of current
implementation of cognitive behavioral relapse prevention, but few (less than 10%) reported
a high level of implementation of naltrexone or disulfiram for alcohol dependence.

Although there appear to be few research studies on the use of Solution-Focused Therapy (SFT)
for treatment of substance abuse problems, SFT was considered by directors and staff as one
of the more effective treatment approaches, and was used in more than half of the programs.
SFT has been described in the NIDA’s Approaches to Drug Abuse Counseling (Miller,
2000) as a brief therapy approach developed over the past 20 years designed to help clients
engage their own unique resources in solving the problems that bring them into treatment. SFT
has been used with diverse patient populations in a variety of practice settings including office-
based outpatient settings (Greenberg, Ganshorn, & Danilkewich, 2001; Hagen & Mitchell,
2001). The high ratings of effectiveness and use from both directors and staff suggest treatment
providers may find the techniques and tools used in SFT fit particularly well with the complex
needs of substance-abusing populations. Empirical support for these beliefs should be further
examined in future studies.

As expected, the extent that interventions were perceived to be effective significantly predicted
the extent they were used. In addition, training and information resources were significantly
related to the use of treatment interventions. Programs in which staff perceived training as a
high priority (e.g., training was ongoing and adequately funded), were more likely to use a
range of empirically supported psychosocial treatment interventions. This finding supports
Hoge and colleagues’ assertion that the tentative nature of what we know about substance
abuse, mental illnesses, and the treatment of these disorders necessitates ongoing training,
education and a “process” of lifelong learning. This process is essential if we are to shorten
the well-documented 15-20 year delay between the demonstration of a treatment’s
effectiveness and its widespread use (Hoge, Huey, & O'Connell, 2004). Funding and policies
that support the provision of training resources may further promote the use of empirically
supported treatment.

The extent that psychosocial and pharmacologic interventions were used was associated with
treatment providers’ capacity to obtain treatment information from sources outside of their
organizations, including journals, other treatment organizations, and county, state and research
entities. This finding highlights the importance of disseminating information through multiple
sources in order to achieve wider implementation, and supports Knudsen and Roman’s
(2004) findings in which privately funded substance abuse treatment centers that engaged in
“environmental scanning” used a greater number of treatment innovations.

Staff education level was not associated with the use of many of the treatment interventions
examined in this study. While Knudsen and Roman (2004) found counselor education to be
an important factor in the organizational use of substance abuse treatment innovations,
relatively few of the treatment providers in the present study (35%) had completed a Bachelors
degree. Thus, among primarily non-degreed treatment providers, education level may be a less
important factor in the use of treatment innovations than programs’ training and information
resources. Although the pursuit of advanced degrees among directors and staff would be
expected to promote the use of treatment innovations, controlling for staff education in the
multivariate analyses indicates that training and information resources remained important
factors, apart from staff education.

Having adequate training and information resources are important aspects of transferring
empirically supported interventions into community settings. However, other barriers to
integrating effective interventions into widespread clinical use have been described, including
the instability of the organizational, administrative and personnel infrastructures of treatment
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programs (McLellan & Meyers, 2004). Staff and management turnover, facility closures and
restructuring and severe financial pressures, particularly for small, stand-alone treatment

facilities, are substantial challenges to implementing and sustaining treatment innovations. In
addition, the extent to which a proposed intervention fits with the organizational culture, goals,
and capacities of program personnel will often determine whether the intervention is adopted
and implemented. Given these issues and challenges, it is important to note that overall, many
of the treatment providers viewed the interventions examined in this study as effective or

somewhat effective. Although the interventions do not appear to be used extensively, most of
the programs have at least some experience using empirically supported treatment approaches.

This study has several limitations. The programs in this study were selected based on their
previous participation in the California Treatment Outcome Project (CalTOP), in which they
were involved in collection of client satisfaction data and assessing treatment outcomes. These
programs may have had more exposure to research, which may not reflect experiences of other
community-based treatment providers. Many of these programs provided treatment to
individuals dependent on methamphetamine, and although methamphetamine abuse has
become a tremendous challenge for the entire nation (U.S. Department of Justice, 2007), this
study’s findings may apply more closely to programs with treatment populations that include
persons dependent on methamphetamine than programs without methamphetamine-dependent
individuals. Because only 13 out of 58 counties were included in the study, the experience of
other counties may not be fully represented. National studies indicate a greater proportion of
treatment providers have advanced degrees and are employed as physicians, nurses and social
workers (Mulvey, Hubbard, & Hayashi, 2003; McLellan, Carise, & Kleber, 2003) than the
providers in the present sample. Consequently, California provider perspectives and use of
empirically supported treatments may differ from national samples. Also, the measures of
treatment intervention use were reported by treatment providers, and the fidelity of providers’
adherence to the principles of each treatment intervention was not assessed. Reliance on self
report measures may have resulted in an over-estimation of the extent of intervention use. In
addition, detailed descriptions of each treatment intervention were not provided in the survey.
However, the data provide useful information regarding the extent an intervention is perceived
as effective and used in relation to other interventions, and in relation to training and
information resources available to programs.

Ensuring sufficient training resources (e.g., in-service training, continuing education and
conferences) are provided in a format that is flexible which can be integrated into staff
schedules may improve knowledge and implementation of research-based treatment
techniques. Our study findings support Knudsen and Roman’s (2004) assertion that innovation
adoption cannot solely be based on the existing knowledge resources within an organization,
and program administrators should encourage their treatment workforce to seek and use
external sources of treatment information. Treatment providers who are able to expand their
knowledge and use of evidence-based treatment approaches may be better able to offer more
choices and opportunities for treatment and recovery to their clients. Further study is needed
on what type of information is useful and meaningful to treatment providers, how it should be
“packaged,” and through what medium (e.g., journals, conferences, peers, etc.) it should be
provided. In addition, research is needed to investigate how choices are made within
organizations regarding adoption of innovations, program and workforce factors that facilitate
and impede the adoption of innovations, and whether clients in programs that use a wider array
of empirically supported treatment interventions experience better outcomes. Consideration of
providers’ perspectives on treatment effectiveness, program resources, prior research
experience, and current treatment context is essential to enhance the likelihood that empirically
supported interventions are adopted and implemented.
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Figure 1.
Percent of programs using specific treatment interventions rarely or occasionally and
frequently or always
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Program director and staff mean ratings of treatment effectiveness (1=not at all, 5=very effective), and percent
reporting don’t know effectiveness

Mean rating (SD)

% Don't know

Director Staff Director Staff
Motivational Enhancement Therapy 3.46 (0.86) 3.54 (1.36) 16.8 13.3
Solution-Focused Therapy 3.33(1.03) 3.55 (1.40) 20.2 20.0
Community Reinforcement Approach 3.57 (0.90) 3.43(1.39) 24.1 233
Supportive Expressive Psychotherapy 2.95 (0.89) 3.44 (1.38) 30.0 333
Matrix Model 3.58 (1.00) 3.14 (1.42) 42.6 60.0
Vouchers (motivational incentives) 2.65 (1.06) 279 (1.12) 324 43.3
Methadone 2.88 (1.14) 2.92 (1.22) 11.9 13.3
Buprenorphine 2.31(1.08) 2.86 (1.17) 46.9 46.7
Disulfiram 2.39 (1.20) 2.79 (1.09) 224 233
Naltrexone 2.32 (1.06) 2.60 (1.12) 49.8 36.7
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